interval, 1.8-17.8; P ¼ .002) were independent predictors for the development of neurologic impairment. An interaction term between cLEIT and CIA lumen of 8 mm or less was significant statistically (P ¼ .042), indicating that the presence of small CIA lumen modifies the effect of cLEIT. As shown in the Fig, in patients with CIA lumen of 8 mm or less, the risk of neurologic impairment increases rapidly after 2.5 hours of LE ischemia and becomes nearly certain after 4 hours of ischemia time. In contrast, patients with a larger CIA can tolerate a longer duration of ischemia and demonstrate a less steep rise in the risk for LE neurologic impairment.
Background: The purpose of this study was to describe changes in renal volumes and renal function after fenestrated-branched endovascular aneurysm repair (F-BEVAR) for complex aortic aneurysms.
Methods: Between July 2012 and April 2017, patients enrolled in a physician-sponsored investigational device exemption clinical trial for the endovascular treatment of complex aortic aneurysms had data analyzed retrospectively. The prospectively maintained database included preoperative demographics, comorbidities, preoperative computed tomography angiography results, duplex ultrasound findings, perioperative data, and follow-up outcomes. Descriptive statistics were calculated using mean and standard deviations. Mean estimated glomerular filtration rate (eGFR) and renal volumes were calculated for baseline and each time point (6, 12, and 18 months after the procedure). A linear model was used with generalized estimating equations to determine renal volume predictive modeling of eGFR and adjusted for patient characteristics and comorbidities. The analysis was also adjusted for the patient's preoperative renal status and the presence of accessory renal arteries.
Results: During the study period, 139 patients were included for analysis and followed up for 18 months or until death. The mean age was 71 6 8 years; 70% were male. The most common risk factors were smoking history (94%) and hypertension (92% ; Table) . Chronic kidney disease (eGFR <60 mL/min) was present in 40% (56/139). Thirty-one patients (22%) had at least one accessory renal artery, 87% (27/31) of which were embolized or covered. On average, eGFR changed over time with a mean decrease of 4.6 (615.2) mL/min, 3.8 (615.4) mL/min, and 5.0 (615.9) mL/min compared with baseline at the 6-, 12-, and 18-month follow-up time intervals, respectively. Similarly, renal volumes decreased from baseline: 8% (617), 10% (617), and 11% (622) at 6, 12, and 18 months, respectively. An increase in the patient's age of 5 years was estimated to be associated with a decrease of 2.9 mL/min in eGFR, which is similar to the natural history of renal deterioration with age. There was an estimated decrease of 1 cm 3 in renal volume for each decrease of 0.05 mL/min in eGFR (P ¼ .047). The average change in renal volumes among patients with and without previous chronic kidney disease was not statistically different. Interestingly, 16.1% (9/56) of patients with previous chronic kidney disease had improvement in the eGFR to >60 mL/min, all of whom were stage 3. The mean follow-up for the cohort was 14.3 months. Kaplan-Meier survival at 1 year and 2 years was 84.7% and 78.8%.
Conclusions: Renal volume and eGFR decreased in patients undergoing repair at rates similar to natural history progression. The eGFR was found to moderately correlate with renal volume. Most accessory renal arteries can be excluded without significant impact on renal function. The majority of the decline in renal function occurred within the first 6 months postoperatively, after which stabilization was observed, suggesting little impact of F-BEVAR on renal function during the initial 18 months after treatment. Background: Thoracic endovascular aortic repair (TEVAR) has become the mainstay for treatment of acute, complicated type B dissection (TBAD). Similarly, TEVAR has been increasingly used to manage chronic TBAD with aneurysmal degeneration. Dynamic aortic morphology with TBAD may have significant consequences for TEVAR durability. However, few descriptions contrast the differences in secondary aortic intervention (SAI) after TEVAR for acute and chronic TBAD. The purpose of this analysis was to examine the incidence, timing, and types of SAI after TEVAR for acute and chronic TBAD and to describe SAI impact on survival.
Methods ; CD odds ratio, 1.7 [95% confidence interval, 0.9-2.9]; P ¼ .07). Median time to SAI was significantly less for AD (0.7 [0-12] months) than for CD (7 [0-91] months; P < .001). However, freedom from SAI was similar (1 year: AD, 67 % 6 4% vs CD, 68% 6 5%; 3 years: AD, 65% 6 7% vs CD, 52% 6 8%; P ¼ .71; Fig 1) ; Fig 2) . Factors associated with SAI included younger age, AD with larger maximal aortic diameter, Marfan syndrome, and brachiocephalic adjunctive procedure performed with index TEVAR. Indication for index procedure (aneurysm, malperfusion, rupture, or pain) and history of proximal aortic procedure were not predictive of SAI.
Conclusions: SAI after TEVAR for TBAD is common. AD has a higher proportion of early SAI; however, CD patients appear to have ongoing risk of remediation after the first year. The types of SAI are similar between groups, and the occurrence of aorta-related reintervention does not have an impact on survival. Patient-related and procedure-specific anatomic factors influence rate of SAI. These data should be taken into consideration for selection of patients, device design, and surveillance strategies after TEVAR for TBAD.
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Primary Tear Distance From Left Subclavian Artery Predicts Growth in Chronic Type B Aortic Dissection
Jesse A. Codner, Xiaoying Lou, Yazan M. Duwayri, William D. Jordan Jr, Edward P. Chen, Bradley G. Leshnower. Emory University School of Medicine, Atlanta, Ga Background: The optimal treatment of acute uncomplicated type B aortic dissection (auTBAD) remains controversial. Currently, thoracic endovascular aortic repair is indicated for the onset of complications. This study investigated whether radiographic characteristics of the primary intimal tear in auTBAD can predict the onset of delayed aneurysm formation.
Methods: A review of a U.S institutional aortic database from 2000 to 2016 identified 318 auTBADs initially treated with optimal medical therapy. From this cohort, 103 patients with two computed tomography or magnetic resonance imaging scans >6 months apart were available for imaging analysis and were included in this study. These patients were divided into subgroups based on growth of the thoracic aorta $1 cm: no growth (n ¼ 46) and growth (n ¼ 57). Twenty-five patients (43.9%) in the growth group underwent open or endovascular intervention. TeraRecon (Foster City, Calif) imaging software was used to analyze characteristics of the primary intimal tear, including the maximum width, maximum length, and distance from the left subclavian artery of the primary tear. Statistical comparisons between groups were performed using c 2 , Fisher, Mann-Whitney, and t-tests. Results: The mean age of all patients was 53 6 11 years, and 70% were male. There were no differences between groups in age, gender, hypertension, diabetes mellitus, tobacco abuse, chronic obstructive pulmonary disease, or renal failure. The mean follow-up was equivalent between the two groups (growth, 33 6 27 months; no growth, 40 6 34 months; P ¼ .3). There was no difference in the maximum diameters of the thoracic (growth, 4.4 6 0.9 cm; no growth, 4.2 6 0.7 cm; P ¼ .16) or abdominal (growth, 3.7 6 1.1 cm; no growth, 3.5 6 0.5 cm; P ¼ .38) aorta at the time of presentation between the two groups. The distance of the primary intimal tear from the left subclavian artery in patients with auTBAD was significantly shorter in the growth group compared with the no growth group (growth, 45 6 48 mm; no growth, 92 6 78 mm; P ¼ .001; Fig) . There was no difference in the maximum length or width of the primary intimal tear between the two groups (Table) .
Conclusions: The distance of the primary intimal tear from the left subclavian artery predicts the development of descending thoracic or thoracoabdominal aneurysms in the chronic phase of TBAD. Patients with primary tears located in the distal arch (zone 3) should be monitored more closely and may be considered for early thoracic endovascular aortic repair in the setting of auTBAD.
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PIT, Primary intimal tear .   Fig 2. Survival after thoracic endovascular aortic repair (TEVAR) for type B aortic dissection with and without secondary aortic intervention (SAI) for acute and chronic dissection.
